A J, woman aged 27 History: The patient was diagnosed as diabetic at the age of 11 and has been on a 150 g carbohydrate diet and a single daily injection of insulin for most of her diabetic life. Her diabetes was considered 'brittle' with good urine tests in the morning but 1-2% in the evening and frequent hypoglycaemic reactions.
April 1971 (aged 27): Became pregnant and was then changed to twice daily insulin: a.m. soluble, p.m. soluble and isophane (NPH). Early pregnancy was uneventful except for a urinary tract infection at 14 weeks.
September 1971 (21 weeks pregnant): She was admitted to her local hospital because her diabetes became uncontrolled. Heavy proteinuria was noted (3.5 g/24 h); blood urea varied between 45 and 50 mg/100 ml. While in hospital she Arrow I points at reduced new vesselsystem.
Arrows 2 indicate some ofthe photocoagulation scars appearances were similar in the two eyes, though the right eye was more severely affected. She had multiple htvmorrhages, microaneurysms and extensive new vessel systems (Fig 1) but no fibrous retinitis proliferans.
Treatment and progress: As both the patient and her husband were anxious to continue with the pregnancy, the best possible diabetic control was established and efforts made to contain the retinopathy with photocoagulation. Within three days good diabetic control was established using twice daily soluble and NPH insulin. Thereafter throughout the pregnancy, most of her urine tests were blue and her mean blood sugar levels were: fasting 83 (mean of 14), pre-lunch 72 (mean of 11), pre-supper 130 (mean of 11), bedtime 94 mg/ 100 ml (mean of 13); only two were above 160 mg/100 ml.
In subsequent weeks she had photocoagulation several times to both eyes (Table 1) , having in all 419 applications to the right eye and 215 to the left during the pregnancy. Soon after the treatment was started visual acuity deteriorated in both eyes, to counting fingers in the right eye and 6/24 in the left, because of bilateral cystoid macular cedema. With salt-free diet and diuretics this improved dramatically (Table 1) . Visual acuity on the right deteriorated again because of a vitreous hxemorrhage (Fig 2) .
The pregnancy was further complicated by a deep vein thrombosis of the right leg. It was felt that the danger of pulmonary emboli was of greater importance than possible further vitreous hemorrhage and she was treated with i.v. heparin.
When the new vessels in her right eye became worse, heparin was discontinued for twenty-four hours before and until seventy-two hours after photocoagulation.
When 33j weeks pregnant, on 9 December 1971, because of falling urinary cestrogen levels, she had a Cwsarean section. The baby weighed 4 lb 9 oz (2 kg) and was normal. Following delivery the retinopathy improved (Fig 3) , but only temporarily; in spite of good diabetic control and further coagulation, the new vessels continued to extend and grow forwards (Fig 4) . She developed a tuft of new vessels near her left macula where photocoagulation was not possible. Pituitary ablation was therefore advised. Yttrium-90 implantation (11.4.72) resulted in only slight ablation of the pituitary gland (Joplin et al. 1965), but in spite of this her retinopathy improved and has remained good (Fig 5) .
Discussion
The effect of pregnancy on proliferative diabetic retinopathy has not been clearly established since most centres have treated only a few cases. Okun et al. (1971) noted that in 6 out of 10 such patients the proliferative lesions progressed dramatically during pregnancy; after termination of pregnancy the vascular growth slowed down but in only one patient did the new vessels regress. Since new vessels tend to progress over nine months in most instances, it is difficult to assess the role of pregnancy.
This patient demonstrated that proliferative retinopathy may be contained during pregnancy by photocoagulation. Even rapidly advancing new vessels are therefore not an absolute indication for termination of pregnancy.
